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Improving Home Health Nurses’ Knowledge of Heart Failure Self-Care Management
Abstract
Background: Heart failure results in life-altering and devastating illnesses, predominantly
among older adults. Heart failure management is complex, and requires patients and their
caregivers to actively monitor symptoms and sufficiently understand care management to
maintain health-promoting behaviors. While home health nurses have the primary role as
patient educators of their patients with heart failure, evidence from the literature indicates that
nurses lack sufficient knowledge to fulfill this role.
Local Problem: Nurses’ inadequate knowledge of heart failure self-care management has
been associated with insufficient patient education, the inability of patients to perform heart
failure self-care management, worse clinical outcomes, and higher readmission rates.
Methods: Baseline and post-intervention knowledge of heart failure self-care management
were assessed with the 20-item Nurses Knowledge of Heart Failure Education Principles
survey, a widely used, validated tool. Survey data were analyzed to evaluate baseline
knowledge and knowledge acquisition in the aggregate and item by item.
Interventions: Home health nurses (n=23) participated in a 2-hour, synchronous, online
educational intervention informed by evidence in the literature. The curriculum was based on
the five elements of heart failure self-care management.
Results: Nurses’ scores were below the 17.5 points (87.5%) benchmark established for the
survey tool from the norms of published studies. The pre-intervention mean score was 14.35
(SD=1.77) compared to 14.52 (SD=1.59) post-intervention, an insignificant change (0.17;
SD=1.80).
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Conclusions: This project demonstrated nurses’ inadequate knowledge of heart failure selfcare management principles. A one-time educational intervention was not sufficient to
adequately increase nurses’ knowledge to educate heart failure patients. Project outcomes
were consistent with the evidence in the literature that sustained education is needed for home
health nurses to obtain sufficient knowledge to educate heart failure patients.
Keywords: health literacy, heart failure, nurse knowledge, patient education, readmission,
self-care management
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Improving Home Health Nurses’ Knowledge of Heart Failure Self-Care Management
Background
Increasing the health literacy of heart failure (HF) patients to reduce the high
prevalence and economic burden of this chronic disease is strongly supported by evidence in
the literature. A strong association between the nurses' poor knowledge of HF patients’ selfcare management and negative clinical outcomes exists (Albert, 2013; Sterne et al., 2014).
Knowledgeable nurses are highly influential in improving patients’ self-care management of
HF. (Anderson et al., 2018; Ekong et al., 2016; Sterne et al., 2014). However, there are few
studies on the relationship between nurses’ knowledge of HF self-care management and their
competence in educating patients.
Problem Description
In 2020, the incidence of HF grew to “6.9 million and was anticipated to reach 8.5
million by 2030” (Urbich et al., 2020; Jensen et al., 2017). Nearly 2.6 million people with HF
are readmitted to the hospital within 30 days of hospital discharge (Patel & Dickerson, 2018),
at a devastating cost to patients, their families, and caregivers (Jensen et al., 2017). In 2016,
there were “355 hospitalizations per 100,000” adults (Office of Disease Prevention and Health
Promotion, n.d.). In response to this issue, one of the federal government’s national health
objectives identified in Healthy People 2030 is to lower the incidence of heart failure hospital
admissions. Half of the patients with HF die within five years from diagnosis (Fabbri et al.,
2020). The Centers for Disease Control and Prevention (n.d.) reported 360, 900 deaths from
HF in 2019.
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The economic burden of HF on the U.S. healthcare system is considerable, estimated
at $43.6 billion for 2020, with medical costs responsible for over 70% of the total (Urbich et
al., 2020). The high costs, combined with projections for an increasing clinical and economic
burden, were the impetus for the Centers for Medicare and Medicaid Services (CMS) to apply
a penalty to hospitals with high 30-day readmission rates (CMS, n.d.). In 2015, the penalty
was up to 3% of reimbursement (Reid et al., 2019). The economic implication of
readmissions, poor quality of life, and high incidence of deaths have resulted in HF becoming
a focus of quality improvement initiatives in U.S. healthcare organizations (Jensen et al.,
2017).
Health literacy is an essential component of HF self-care management for better
outcomes (Reid et al., 2019). Health literacy empowers patients to actively participate in
managing their health (Erunal & Mert, 2020). Studies on clinical outcomes, quality of life,
and mortality rates in elderly patients with HF have demonstrated the important role of health
literacy (Erunal & Mert, 2020; Fabbri et al., 2020; Mahramus et al., 2013; Rosen et al., 2016;
Toukhsati et al., 2015). To underscore the importance of health literacy in the population, the
Office of Disease Prevention and Health Promotion (ODPHP) included in its Healthy People
2030 objectives the attainment of health literacy. Six subcategories related to health literacy
were developed for the population to use health information and make informed health
decisions that optimize their health and well-being (ODPHP, n.d.).
Setting
The educational intervention was implemented in a home health agency affiliated with
a medical center of a large regional healthcare organization serving Northern California. The
agency has over 100 employees serving a combined average daily census of between 700-800
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HF patients. The hospital and continuum leadership stakeholders attend readmission meetings
twice a week to discuss preventable and unavoidable readmissions to address the
organization’s mission of providing affordable care to its members. HF is the top cause of
hospital readmission for the organization and, subsequently, a focus of the agency and the
impetus for implementing a regional HF toolkit consisting of patient education materials, a
weighing scale, and a daily diary that are reviewed by the HF team on home visits.
During the readmission meetings, HF readmissions are reviewed to determine whether
the causes are avoidable or unavoidable. The reviews revealed that most of the hospital
readmissions were avoidable, and many appeared linked to deficits in how patients managed
their self-care at home and, inferentially, to nurses’ lack of HF self-care knowledge
management. These informal and anecdotal observations were consistent with the evidence in
the literature associating nurses’ lack of HF self-care knowledge with patients inadequately
managing their self-care at home. (Albert et al., 2002; Dalfo-Pibernat et al., 2019; Delaney et
al., 2011; Ekong et al., 2016; Hart et al., 2011; Roussel, 2015; Sterne et al., 2014; Sundel &
Ea, 2018).
Specific Aims
The purpose of this quality improvement project was to increase nurses’ knowledge of
heart failure self-care management within 3 hours of educational intervention and improve
healthcare outcomes for patients of a large home healthcare organization The project consisted
of a pre-intervention baseline knowledge assessment, an educational intervention, and a postintervention assessment to evaluate knowledge acquisition. The two specific aims were: (1) to
establish home health nurses’ levels of knowledge in the domain of HF self-care management
to inform the educational intervention, and (2) increase home nurses’ knowledge of HF self-
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care management by 15% through participation in the educational
intervention.
Available Knowledge
PICO(T) Question
For home health nurses (P), how does education (I) compare to no education (C)
change nurses’ knowledge of heart failure self-care management (O)?
Search Methodology
A literature search was performed on the Cumulative Index of Nursing and Allied
Health Literature (CINAHL), PubMed, and SCOPUS databases. Filters for English language
and peer-reviewed articles and a publication date range of 2010-2021 were used. Slightly
different combinations of keywords were used in each search, selected from the following:
health literacy, heart failure, management, nurse knowledge, readmission, and self-care. The
initial return was 279 articles, 54 from CINAHL, 126 from PubMed, and 99 from SCOPUS.
Each database search, its refinements, and final results are described below. From the initial
return, articles were excluded if they did not address HF and home health, inpatient or
ambulatory care. After the exclusion criteria were applied, 17 remained. Abstracts were
reviewed to identify studies that directly addressed nurse HF knowledge. Reverse searches
were performed by scanning the reference lists of relevant articles and by identifying similar
studies suggested by the algorithms of each database. Articles from the original and reverse
searches were then retained if the authors used a nurses' assessment of heart failure tool in
their studies. Duplicates were removed. Ten studies met the inclusion criteria and were
appraised for the level and quality of evidence. See Appendix A for the Evaluation Table.
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Integrated Review of the Literature
Two themes emerged from the review of the literature: (1) patient education
interventions, and (2) nurse knowledge interventions.
Patient Education Interventions
In a randomized clinical study, Baker et al. (2011) compared the difference in scores
between a group that received longer, multi-layered educational strategies, such as the Teach
To Goal (TTG) method and 5-8 follow-up calls lasting 10 min each, with each call focusing
on HF telephone counseling sessions, and a group that received a brief education intervention
(BEI) that received only a 40-hour education intervention. Baseline HF literacy, quality of
life, knowledge, and self-care behaviors of all participants were measured before preintervention. HF self-care knowledge was then assessed 30-days post-intervention for both
groups. The TTG group increased knowledge and had significant improvement (p < .001) in
self-care behaviors and food choices compared to the minimal improvement for the BEI
group. Improvement in quality of life was found for the TTG group, but did not change for the
BEI group. The progressive and reinforcing nature of the TTG method was shown to reinforce
previous learning. This study informs the DNP project on the advantage of a combined, multilayered, and reinforced approach to patient education.
Rosen et al. (2016) study was a single cohort of 45 patients in a pre and post-test
design with congestive heart failure (CHF). The results of the combined interventions in this
study used a combination of tele-coaching and face-to-face video chats which included
education on self-care aspects of HF was similar to Baker et al. (2011). Rosen et al. (2016)
found greater adherence to telehealth strategies and improved self-care management after the
intervention. Readmission due to HF decreased from 25% at baseline to 12% during the 6-
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month intervention ( p = 0.11). Due to the small sample size (n=45), the results were not
statistically significant. The authors recommend a future study with a larger cohort.
A meta-analysis by Unverzagt et al. (2016) studied 55 randomized control trials of
various interventions to improve HF patients’ adherence to self-care management. In 24 trials,
they found improved adherence to medications in 10% of the study participants (95%
confidence interval). In 31 out of 42 trials, improvement in adherence to behavior
modification was shown. In 11 studies, both adherence to medications and lifestyle were
measured. There was a 2% reduction in mortality in 15 out of 18 studies, and a 10% decrease
in hospitalizations in 11 studies. A majority of the studies involved combined intervention
strategies, including education sessions, reminder systems, self-care support strategies,
structured interviewing to evaluate symptom monitoring, lifestyle-change recommendations,
physician- assisted-support, and telemonitoring systems. Combined, coordinated education
intervention methods with regular follow-ups had a moderate but sustained long-term effect
on adherence to medication therapy, in contrast with short, less frequent contacts with
patients. Overall, the meta-analysis showed a positive correlation between combined
educational interventions, regular follow-up, and life-style modifications that reinforce
effective HF self-care management.
Nurse Knowledge Interventions
In an observational, cross-sectional study, Dalfo-Pibernat et al. (2020) sought to
determine the degree of HF knowledge levels for 216 nurses who completed the survey
questionnaire. The knowledge scores were measured after a questionnaire was completed
using the Nurses’ Knowledge of Heart Failure Education Principles survey tool (Albert, et al.,
2002). There was no educational intervention administered by this study. Low scores were

12
found in fluids/weight management (75%), signs/symptoms (68%), and diet (87%). The rest
of the topic areas in medication (95%), and exercise (91%) was higher than the benchmark of
87% (17.4 points). The average score was 15.6 (78%; SD 2.2.). Only 36 participants (16.7%)
adequately scored 18 points or higher (90-100%). Knowledge scores were higher for nurses
with doctorates (OR: 36.4, 95% CI: 2.8–468.2, p = 0.006) and nurses with prior HF training
(OR: 19.8, 95% CI: 1.4–279.3, p = 0.026). Based on these results, the authors concluded that
nurses need education in HF in order for patients to perform adequate self-care management,
and suggested HF training and continuing education for nurses (Dalfo-Pibernat et al. (2020).
Delaney et al. (2011) evaluated 94 homecare nurses’ knowledge of HF management in
a cross-sectional study employing the Nurses’ Knowledge of Heart Failure Education
Principles survey tool to determine if a relationship existed between HF management
knowledge, education, and experience. Nurses with 11 or more years of work experience had
higher scores than nurses with less experience but the difference was not statistically
significant (Delaney et al. (2011). Similarly, no significant differences were found between
levels of education and scores. The study demonstrated that nurses have limited HF
knowledge (79.8%, mean score of 15.58/20; SD~1.69). The authors acknowledged that nurses
need more knowledge on all five elements of HF self-care management. The study findings
that home health nurses lack adequate HF knowledge supports the premise of the DNP
project.
Ekong et al. (2016), in a pre/post assessment of an educational intervention, used the
five HF self-care principles (diet, medication regimen, fluid/weight management, exercise,
and warning symptoms) to educate 33 nurses using a combination of teach-back method,
lecture, PowerPoint presentation, video, role-playing and material handouts. HF education on
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self-care was presented in two ninety-minute sessions for two consecutive days. The
participant also received laminated cue cards on five self-care principles and a 20-page patient
educational brochure. The Nurses’ Knowledge of Heart Failure Education Principles survey
tool was used to establish a baseline and assess change. The pre-intervention mean score was
15.15 (SD 1.80). Post-intervention, the mean score was 16.23 (SD 1.79). Only 23% (n=6) of
participants reached the 87% passing benchmark (17 correct responses out of 20) on the preintervention assessment, while 57.6 % (n=15) reached the benchmark post-intervention. A
significant improvement was found from a pre-test mean score of 15.15 (SD~1.804) to a postintervention mean score of 16.23 (SD~1.796, p = 0.006). The study revealed nurses’
knowledge gaps in HF self-care management and that education interventions improve nurses’
HF knowledge, two premises of this quality improvement project.
Also using the Nurses’ Knowledge of Heart Failure Education Principles survey tool
for assessment, Fowler (2012) performed a pre/post study to measure HF knowledge gained
by 61 home health registered nurses after an educational intervention. Of the 20 items in the
pre-survey, only two were answered correctly by all participants, one on daily weight
monitoring and the other on physician notification of new or worsening fatigue symptoms.
Correct scores ranged from 2.8 (14%) to 20 (100%), with a mean score of 16 (80%). One year
after the educational intervention, the survey was administered again. The post-test scores
increased to 87.5% (with 17.5 correct responses), with six questions answered correctly by all
respondents.
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Using a different instrument, the Advanced Heart Failure Clinical Competency
Survey, Roussel (2015) evaluated the improvement of nurses’ knowledge after an educational
intervention, the nurses’ self-perception of HF knowledge with actual knowledge, and
whether the nurses’ perception of competence on palliative care of patients with HF increase
with years of nursing experience. The author used a pre-and post-test design and a single
cohort of 55 cardiac nurses. Baseline knowledge of HF score at pre-test was 25.60 out of 36,
ranging from 18-32 correct answers, (50%-88% [SD = 2.92]); post-intervention, the nurses’
scores increased to 21-33 (58%-92%, 27.30 out of 36 [SD = 3.11]). The difference between
the pre and post-test means scores was statistically significant at 0.001 level (t = j4.2, df = 56).
The study found no correlation between self-perception of knowledge and actual knowledge
of HF (pre-intervention r~.038, p=.778, and post-intervention r~.081, p=.551). On the other
hand, the relationship between nurses’ perception of their palliative care competence and their
years of nursing experience was significant, and considered moderately strong (preintervention r=.470, p=.001, post-intervention r~.500, p=.001). The significant positive
association between years of experience and perception of competence is consistent with the
findings of similar studies. Given the lack of a correlation between self-perceived knowledge
and actual knowledge, Roussel (2015) recommended using a pre-intervention survey as a
learning needs assessment to tailor the educational curriculum. The author further
recommended repeating HF educational interventions to reinforce learning, and build on prior
knowledge.
Sundel and Ea (2018) examined the effect of an educational intervention on nurses’
knowledge of HF self-care principles in an ambulatory setting with a convenience sample of
42 nurses in a single cohort. Knowledge was measured pre- and post-intervention using the
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Nurses’ Knowledge of Heart Failure Education Principles survey tool (Albert et al., 2002). A
one-time, 20-minute focused educational intervention was developed by the primary
investigator based on incorrect responses on the pre-intervention survey. The educational
content covered nurses’ understanding of HF pathophysiology, risks, self-care management,
factors associated with HF, signs and symptoms, diagnostic tests, and medications. The preintervention mean score was 73.5% (14.7 out of 20; SD=1.87), below the benchmark score of
17 out of 20 (87%). The first post-intervention survey, administered within 30 days of the
educational intervention garnered a mean score of 86.9% (17.4 out of 20; SD=1.75), a
statistically significant change (p< .05). A second post-intervention survey was administered
three months later, with a mean score of 89.5% (p< .05), a significant change from the first
post-intervention survey of 86.9%. While this study showed that nurses’ knowledge of HF
could increase by providing education, the study design was based on incorrect responses to
the pre-intervention survey and may have missed knowledge gaps not uncovered by the
true/false nature of a 20-item survey.
Sterne et al. (2014) used a single cohort, pre-and post-test design using the 20-item
Nurses’ Knowledge of Heart Failure Education Principles to determine the effect of an
educational intervention on the knowledge scores of 45 registered nurses in a community
hospital. A 30- minute PowerPoint presentation was delivered, using content from The Joint
Commission’s Heart Failure-1 (HF-1) and the American Heart Association’s (AHA) “Get
with the Guidelines,” both of which stress the six elements of HF self-care (nutrition, exercise,
medication, daily weight, signs and symptoms, and follow-up appointments). The post-test
survey was administered immediately after the one-time intervention. The 30-day readmission
rate was established 3 months pre-intervention and again 3 months post-intervention from
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hospital data. Knowledge scores increased from the pre-intervention mean of 73.89%
(SD=9.59) to a mean of 82% (SD=7.57) post-intervention, significant at p<0.001. The patient
readmission rate was 25.4% at 3 months pre-intervention and decreased to 9% at 3 months
post-intervention. These results demonstrated a direct, positive relationship between
improving nurse knowledge of HF self-care management and reducing HF readmissions.
Summary/Synthesis of the Evidence
The studies in the review of evidence consistently demonstrated nurses’ inadequate
levels of HF self-care management knowledge in the absence of direct educational
interventions and knowledge improvement as a consequence of a targeted educational
intervention. Nurses’ adequate HF self-care management knowledge results to increase in
their patient’s adherence to health-promoting behaviors, avoid rehospitalizations, and improve
overall quality of life (Akyar et al., 2019). Nurses have a pivotal role in educating and
coaching patients in the self-care management of heart failure. Their own knowledge gaps
may lead to inadequate health literacy in their patients, with deficits in self-care management
as a consequence (Albert, 2013; Delaney et al., 2011; Ekong et al., 2016; Fowler, 2012,
Mahramus et al., 2013). In turn, these deficits reduce patients’ self-efficacy and ability to
follow HF self-care management practices, leading to high readmission and mortality rates.
The authors of the studies in the review were consistent in pointing to the importance of
increasing nurses’ HF knowledge to improve quality of care and patient outcomes, as
evidenced by their findings.
Three studies included in the review of evidence focused on patient interventions
(Baker et al., 2011; Rosen et al., 2016; Unverzagt et al., 2016). These studies examined
various strategies such as medication reminders, telephone/video follow-up, and teach-back
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methods to improve patients' health literacy. The approach in all three studies was multilayered and reinforcing, while employing a combination of strategies. Seven studies in the
review of evidence focused on nurses’ acquisition of HF self-care management (Dalfo et al.,
2020; Delaney et al., 2011; Ekong et al., 2016; Fowler, 2012; Roussel, 2015; Sterne, 2014;
Sundel & Ea, 2018). These studies demonstrated an increase in nurses’ knowledge scores
when education was delivered with a reinforcing, multi-layered approach. Sterne (2014)
explored the impact of nurses’ knowledge of HF self-care management on readmission rates
of patients with HF. Overall, the studies highlighted the importance of improving nurses’
knowledge of HF self-care management and demonstrated a positive association between
nurses’ HF knowledge and patients’ HF literacy and their HF self-care management practices.
Three studies (Baker et al., 2011; Rosen et al., 2016; Unverzagt et al., 2016) addressed patient
acquisition of health-promoting behaviors. The newly adopted behaviors were associated with
better clinical outcomes, less health services utilization, and lower readmission rates. The
evidence from the literature answered the PICOT question and supported the proposed test of
change.
Rationale
Theoretical/Conceptual Model
Pender’s Health Promotion Model (Pender et al., 2010) was selected to guide project
implementation. The Health Promotion Model is based on social cognitive theory and an
“agentic perspective,” i.e., the agent exerts intentional influence over one’s actions and
behaviors (Bandura, 1986). The model proposes that health promotion values the benefits of
integrating known health-promoting behaviors to encourage behavior change (Alligood,
2014). Additionally, the model proposed that a perceived increase in knowledge and
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competence will enable the desired behavior. Thus, increasing health literacy of HF patients is
anticipated to increase confidence in health-promoting behaviors, and improve self-efficacy in
managing HF. Based on this model, the chosen educational interventions included health
benefits and discussion of barriers to desired health-promoting behaviors. The agents in this
project were the home health nurses, who influence and educate the HF patients. The
educational intervention for nurses was based on patient-centeredness, which took into
consideration that patients have unique experiences and external factors that impact their
knowledge, competence, perception of self-efficacy and improve health-promoting behaviors.
See Appendix B for Pender’s Health Promotion Model.
Methods
Context
This evidence-based project included a cohort of home health nurses from an East Bay
medical center within a Northern California integrated health care system. The home health
agency serves two East Bay Medical Centers, both accredited by The Joint Commission. In
2021, the home health agency had an internal average daily census of 322 and an external
(diverted) average daily census of 437, with over 16,000 nurse visits.
The home health leadership consists of a home health site director who oversees the
day-to-day operations of the home health agency. A separate hospice site director oversees the
hospice program operations, but is not part of this quality improvement project. Both
departments are under the purview of a Service Director, the DNP student project lead, who
reports to a Continuum Administrator of the East Bay service area.
The hospital leadership and the continuum team focus on readmission rates in the
service area, which is currently between 26% to 28% in 2021. HF is the top cause of hospital

19
readmissions for the organization. Due to the resulting financial burden, HF has become a
focus of strategic discussions among the hospital continuum teams and leadership during
readmission reviews. There is strong evidence in the literature for the avoidable nature of
readmissions (Dalfo-Pibernat et al., 2019), and for preventing rehospitalization and improving
outcomes through disease self-care management education (Delaney et al., 2011;
Krowczynska & Jankowska-Polanska, 2020; Kuchenrither, 2021). With this evidence and
observations within the home health agency pointing to inadequate HF self-care during home
health care episodes, leadership strongly supported a test of change such that nurses
themselves would be better able to educate their patients in HF self-care management.
The stakeholders in this project were the home health nurses, home health patients
with HF and their caregivers, the Continuum Administrator, the local medical center Area
Manager/Senior Vice President, the home health Site and Quality Director of an East Bay
medical center, as well as the regional continuum leaders of home health. The home health
nurses were very supportive of this project, especially the more experienced nurses, who
believe nurses need more training in heart failure self-care management.
Interventions
The project test of change is an educational intervention designed and developed by
the DNP student based on both evidence from the literature on nurse HF knowledge
educational interventions and a pre-survey knowledge assessment administered to the home
healthcare nurse participants in the project. The study was a pre/post, single-cohort design,
with a convenience sample of home health nurses invited to participate in the project. Invited
nurses were advised that participation was voluntary. Baseline knowledge of HF self-care
management was established by administering the Nurses Knowledge of Heart Failure
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Education Principles Survey (Albert, 2002), a widely used and validated tool. An educational
intervention was developed from the results and participants’ requests for additional
information on specific aspects of HF self-care management. The 2-hr educational
intervention was presented in a synchronous, virtual platform using Microsoft TEAMS. Links
to the slide presentation were provided on TEAMS for nurses to use as references. A licensed
pharmacist provided expert content on the medication aspect of HF and a registered dietician
provided content on diet. Three experienced RN case managers content experts provided
expert content on signs and symptoms, fluids/weight management, and exercise aspects of HF
self-care management. A post-education assessment using the same survey tool was
administered at the close of the education session.
Gap Analysis
A gap analysis showed the current state of practice on home health nurse HF
education, described the desired (future) state, and proposed action to close the gap. The gaps
identified between the current and desired state were in objectively assessing the home health
nurses' knowledge of HF self-care management and providing a well-designed educational
training program to ensure the nurses were sufficiently knowledgeable to educate their
patients. The proposed education intervention aligned with The Joint Commission’s
requirement to conduct discharge interactions on six self-care topics: (a) weight monitoring,
(b) activity, (c) diet, (d) management of medications, (e) signs of the declining condition, and
(f) medical appointment follow up (Babu & Gordon, 2013; Regalbuto et al., 2014). See
Appendix C for the Gap Analysis.
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Gantt Chart
The Gannt chart is widely used in both complex and straightforward projects. Gantt
charts, named after Henry Gantt, afford the benefit of breaking down big projects into smaller,
manageable tasks, and also give credence to the notion that some tasks are interdependent
(Seymour & Hussein, 2014). The Gantt chart for the DNP project summarizes five distinct
phases (assessment, design, implementation, analysis, and closeout), each one laying out
specific plans as each phase builds on the previous ones. Timelines of each phase correspond
to the project’s progress, providing a means of monitoring activities yet to be completed. See
Appendix D for the Gantt Chart.
Work Breakdown Structure
A work breakdown structure (WBS) provides a high-level road map with project goals
and a hierarchical description of tasks (Leavitt, 2017). Tasks are divided into phases, defining
what deliverables are expected from each activity and how the objectives and goals will be
achieved (Moran et al., 2020). Breaking down the work to its granular level helps identify
resources needed to accomplish the project goals.
For this project, the goal was to improve home health nurses’ knowledge of HF selfcare management education principles. At the initiation level, a DNP project was identified
from a gap analysis. Hypothesis-building started and fueled the search for evidence. At the
planning level, leadership support was obtained, the staff cohort and stakeholders identified,
appropriate tools identified, and outcome measures identified. The execution level included
the development of the prospectus design, development and delivery of the educational
curriculum, and administration of the pre-and post-intervention surveys. Under the control
level, data collection and analysis tools were chosen, workflow and educational content were
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revised according to pre-intervention survey results, and post-intervention data was collected,
analyzed, and compared with pre-intervention data. At the closeout level, the project was
evaluated, and lessons learned were shared with the stakeholders. Celebration of successes,
acknowledgment of cohort participation, and support of the stakeholders were included in the
closeout to sustain stakeholder and cohort engagement. and lay the foundation for
sustainability, spread, and expanded scope. See Appendix E for the Work Breakdown
Structure.
Responsibility/Communication Matrix
The communication matrix specifies the necessary communication to introduce,
fine-tune a proposed test of change, implement the intervention, evaluate the test of change,
and share the findings with stakeholders. The specifics to initiate the project are the following:
(a) communication with the stakeholders to introduce and present the quality improvement
project; (b) solicitation of support, approval, and feedback; and (c) improvement of the design
and implementation plan. Periodic meetings with the multidisciplinary home health leadership
team helped refine the project plan and encouraged engagement throughout the project
implementation. The project plan, scope, goals, and timeline were shared at staff and
interdisciplinary meetings.
Project evaluation is an essential part of the communication plan to assess the need for
refresher training, solicit feedback from stakeholders and staff on the implementation, and
identify avenues for improvement. Regional stakeholders are included in communications
about the project, its results, and implications, as they are in a position to influence a decision
to diffuse project implementation to the rest of the region’s home health agencies. The
region's quality liaisons will help communicate the project outcome and its implications to
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their nursing cohorts for the region. See Appendix F for the Responsibility/Communication
Matrix.
SWOT Analysis
A SWOT (strength, weaknesses, opportunities, and threats) framework helps identify
and assess factors that influence a project’s outcome. Each element in the SWOT analysis
informed project design, planning, implementation, and communications strategy. See
Appendix G for the SWOT Analysis.
Strengths. The large size of this organization and its substantial resources are internal
strengths that can leverage the implementation of the project. Much attention and support
across the organization is given to quality improvement projects to improve healthcare
delivery. Physicians are engaged, a spirit of collaboration with the nurses and leaders is
evident, and a culture of scholarship and continued learning is promoted.
Weaknesses. The organization’s strong labor union presence could impede
implementing a change in practice due to the existing bargaining clause in the nurses’
contract. Should a change in practice require negotiation with the union, implementation
could not proceed without the union agreeing to it. The DNP project site has a new
management team, and although most managers have extensive clinical backgrounds, few
have more than two years of experience in management and supervision of staff, which could
reduce the quality and adequacy of staff guidance. Inadequate staffing can also be a barrier to
implementing a practice change involving education, as education interventions are canceled
in order to give priority to patient care needs of the agency.
Opportunities. The agency and the parent organization align with best practices
nationally. An opportunity to improve nurses’ knowledge of self-care management can
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improve self-efficacy in patient management of HF at home and reduce readmissions in the
agency. In addition, improvement opportunities for partner vendors exist wherein educational
strategies can be shared with the partners who provide care to the healthcare organization’s
members.
Threats. External threats include health disparities in the population served due to
socioeconomic factors and the rapidly changing healthcare environment exacerbated by the
Covid-19 pandemic. The pandemic has made health disparities more acute and further limited
access to needed healthcare. Further changes in healthcare services as a consequence of
declining reimbursement and understaffing pose threats to maintaining the status quo. Budget
cuts from regional leadership to offset pandemic expenses prioritize increasing nurse
workloads and productivity rather than educating and providing professional staff
development. The internal budget of the agency is approved by senior leadership outside of
the microsystem, who respond to regional leadership. All requests for agency positions
require approval by regional leadership before the local medical center leadership can
act.
Comprehensive Financial Analysis
Budget. The budget for the DNP project accounts for labor costs for administrative
support, nursing educator salaries, and the site director’s hours expended to coordinate, plan,
and implement the educational intervention with the management team and DNP project lead.
The cost for two hours of educational intervention is included in the salary hours.
Administrative cost includes all production costs (conference room, color printing of
educational materials, and cost of 50 HF toolkits). Instructor and facilitator hours are folded
into the salaries of the site director and administrative clerk to support the implementation of
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the project. This assessment and education program will be part of the agency’s annual
competency program for home health nurses for future education and competency purposes,
and is reflected in the Year 2 budget. See Appendix H for the Budget.
Cost-Effective Analysis. In this project, the net gain is the average cost avoidance of
readmission, including the average number of hospital days. The net cost is the overall cost of
an educational intervention program for 50 nurses.
Option 1: Do nothing. Nurses’ knowledge will not improve, and readmission rates will
continue to increase. Option 1 would cost the organization $6,580 per HF patient (inpatient
day charge) x 8.33 days (average length of stay for HF patients). The home health agency has
an average of 140 patients readmitted annually. The cost of doing nothing at the current
readmission rate is $7,673,841 (140 x $6,580 x 8.33 days).
Option 2: Develop the educational program. Nurses’ knowledge of HF self-care management
will improve, and readmission rates will decrease. The cost to implement Option 2 is
$26,800 per year. Assuming the home health agency would have 126 patients (10% reduction)
readmitted the year following project implementation, the cost is $6,933,036,which includes
$26,800 for project expenditures (labor and administrative). The one-year cost savings of
implementing Option 2 rather than choosing Option 1 is $740,584. Cost-effectiveness and
cost avoidance calculations are presented in Appendix I for Return on Investment Analysis.
Study of the Interventions
Using the Institute for Healthcare Improvement (n.d.) Plan-Do-Study-Act (PDSA)
methodology provided the guiding framework to study the test of change. For this project, an
educational content was planned and developed from the known elements of HF self-care
management. Refinements were made to the curriculum based on requests for additional
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information from the nurses. During the review of the curriculum, the DNP project lead used a
licensed pharmacist, registered dietician and experienced RN HF case managers to provide
expert content. See Appendix J. for the PDSA.
The educational content was developed from the results of the pre-intervention survey
and the participants’ requests for additional information on certain self-care management
components. There were 14 requests for additional information on medications, 12 for diet, 10
for fluid/weight management, eight for signs and symptoms, and seven for exercise. Based on
these requests, a licensed doctor of pharmacy and a registered dietician provided contextual
discussion on HF medications, fluids/weight management, and diet. Three experienced nurse
case managers provided content on HF signs and symptoms, fluids and weight management,
and exercise. The educational content was refined to clarify the content and highlight
important talking points.
The Nurses’ Knowledge of Heart Failure Education Principles Survey (Albert et al.,
2002), a 20-item, yes/no survey, was used to assess the nurses’ baseline knowledge of HF and
the impact of the educational intervention on the baseline knowledge. The tool was selected as
it is widely used to assess nurse knowledge of HF principles, was most frequently cited in the
literature reviewed for this project, and its validity and reliability are well established. The
survey tool can be administered online, completed quickly, and is straightforward to evaluate.
Based on the pre-survey scores and requests for additional information, the intervention was
refined to address questions that were incorrectly answered and to add content to topics that
garnered the most requests for more information. Given the low pre-survey scores, the
benchmark score of 87.5% for the Nurses’ Knowledge of Heart Failure Education Principles
Survey was taken into consideration as an indicator of HF knowledge adequacy.
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The baseline scores were compared with the post-education scores to assess
knowledge acquisition. Both surveys were administered and proctored online via Microsoft
TEAMS, with all participants completing the surveys synchronously and independently. The
surveys were completed in 6 to 7 minutes. Data contributing to the results included only those
participants who completed both surveys and participated in the education session.
Outcome Measure
The outcome measure for the project was nurse knowledge of HF self-care
management. A pre/post study design was used to measure change. Knowledge acquisition
was expressed as the percentage change in the Nurses Knowledge of Heart Failure Education
Principles survey scores from a pre-intervention baseline to post-intervention. This survey
tool is widely used in evaluating nurses’ knowledge of HF self-care management and has a
well-established benchmark indicator for knowledge sufficiency (Albert et al., 2002; Delaney
et al., 2011; Fowler, 2012; Maharamus et al., 2013; Sterne et al., 2014; Sundel & Ea, 2018).
The initial specific aim for the intervention was a 15% increase in scores from baseline. Given
the low scores in the pre-intervention results, reaching the 87.5 % benchmark indicator was
added as an aim to evaluate the adequacy of participants’ post-intervention HF self-care
management knowledge.
CQI Method and Data Collection Tools
The Nurses Knowledge of Heart Failure Education Principles survey tool (Albert et
al., 2002) is a 20-item survey organized by five topic areas on medication (two questions),
diet (three questions), fluid or weight management (seven questions), signs and symptoms of
worsening illness (six questions), and exercise (two questions). The survey responses are yes
(true) or no (false), with each item worth one point for a possible score of 20. Dr. Albert and

28
colleagues tested the instrument for face and content validity using a panel of HF experts.
They then tested the test-retest reliability among nurse experts in HF. Internal reliability was
not evaluated as there were multiple subscales and themes (Albert et al., 2002; Delaney et al.,
2011; Fowler, 2012; Maharamus et al., 2013; Sterne et al., 2014; Sundel & Ea, 2018).
Permission to use the tool was granted by Dr. Albert. See Appendix K for the Nurses’
Knowledge of Heart Failure Education Principles survey tool.
Demographic information (age, gender, level of education and years of experience)
was collected in a separate section of the pre-intervention questionnaire by PI. Participants’
anonymity was ensured by using a self-selected 4-letter or number identifier to match the
pre/post responses without identifying the individuals.
Analysis
Responses were directly captured in Excel via online survey administration in
Microsoft TEAMS. The Excel data was then exported to IBM SPSS (version 26) for data
analysis. Descriptive statistics were used to summarize demographic information. A paired
t-test was used to determine if the difference in mean pre- and post-survey scores was
significant. Separate one-way ANOVAs were used to examine group differences in age,
experience, and level of education. A benchmark score of 87.5 % (17.5 correct responses) was
established by Albert et al. (2002) from norms of test-retest reliability scores, and adopted by
other investigators using the same tool (Delaney et al., 2011; Fowler, 2012; Maharamus et al.,
2013; Sterne et al., 2014; Sundel & Ea, 2018).
Ethical Considerations
Upon completion of the University of San Francisco Statement of Non-Research
Determination questionnaire, it was determined that this DNP project is an evidence-based
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change in practice project, and did not require IRB review and approval. See Appendix L for
Statement of Non-Research Determination. The project was approved by the healthcare
organization’s Research and Development Office. See Appendix M for the Not Human
Research Statement and Appendix N for the Letter of Support from Agency.
Just as nurses have a duty to advocate, promote, maintain, and protect patient
information (Schroeter, 2019), the organization has a duty to protect the nurses’ information
to ensure their well-being and maintain a trusting relationship with their peers, leadership, and
the organization itself. Confidentiality is central to the privacy and psychological well-being
of the nurse. The project participants’ scores were coded to ensure anonymity in data
collection, kept confidential, and only reported in the aggregate. The DNP student and project
lead declares no conflicts of interest.
The American Nurses Association’s Code of Ethics for Nurses (American Nurses
Association [ANA], 2015) describes the ethical standards that promote the nursing profession
through research and scholarly inquiry. Provision 5 of the Code of Ethics states that nurses
have an obligation to themselves and others to realize a “wholeness of character and integrity”
by “maintain[ing] competence, and continu[ing] personal and professional growth” (ANA,
2015, p. 6). This statement aligns with the University of San Francisco Jesuit value cura
personalis —tending to the whole person— a central tenet of Jesuit values (University of San
Francisco, 2021). Cura personalis is a Latin phrase that means “care for the person.” The
broader Jesuit value means caring for all aspects of the whole person (mind, body, and spirit),
embodying the values of honesty and integrity (USF, 2021). The DNP project of improving
nurses’ knowledge of HF self-care management aligns with cura personalis by considering
the holistic needs of the nurses and their patients.
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Results
Demographic information was collected on level of education, years of nursing
experience, age and gender. Subjects ranged in age from one under 30 years old (3.3%), 18
between 31 and 50 years (60%), nine between 51 and 60 years (30%) and two over 60 (6.7%).
The highest level of education attained was Master of Science in nursing held by three
participants (10%), 22 participants (73.3%) held a bachelor's degree in nursing , and five
nurses held an associate degree in nursing (16.7%). The cohort was predominantly female
(69.6%). See Appendix O for the Demographic Table.
A total of 30 home health nurses took the pre-intervention survey, 23 participated in
the educational intervention, and 23 took the post-intervention survey. The results reflect only
the data collected from the 23 nurses who participated in the educational intervention and both
surveys. A mean benchmark score of 87.5% (17.5) correct responses) was established by
Albert et al. (2002), the Nurses Knowledge of Heart Failure Education Principles survey
tool’s developer, and subsequently used by other investigators to set an acceptable level of
nurse HF knowledge as reflected by the items in the tool (Delaney et al., Ekong et al., 2016;
Fowler, 2012; 2011; Hart, et al., 2011; Kuchenrither, 2021).
The mean pre-intervention survey score for participants in the DNP project was
71.75% (14.35, SD=1.77). The mean post-intervention survey score was 72.5 % (14.52,
SD=1.59). The mean difference between pre-intervention and post-intervention survey scores
was 0.17 (SD=1.80). The level of significance was set at alpha equals 0.05 (p < .05), with a
confidence level of 0.95. The change (p=.648; t (22) =0.46) was not statistically significant.
To better understand nurses’ HF knowledge and lack thereof, responses to the
questions within the five principles were analyzed. The highest gain was 7 points whereas the
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lowest gain was -1 (one respondent had a lower post-survey score than the pre-survey score).
One respondent did not have a change in their score, and four nurses gained 1 point. The
majority of respondents gained 2 points in their post survey responses (7 out of 23). Similar
to Delaney et al. (2011) findings, differences in change scores between the age groups, years
of experience, and level of education were not significantly different.
The nurses had particular difficulty with questions 15 (yesterday’s weight versus dry
weight), 16 (physician notification for BP 80/56) and 18 (physician notification for dizziness
or lightheadedness that resolves within 5 minutes). This was consistent with the findings of
Albert et al. (2002) and Delaney et al. (2011). Albert et al. (2002) reported that less than 30%
of nurses answered these items correctly, while Delaney et al. (2011) reported less than 40%
of correct responses. In the Fowler (2012) study, the two lowest-scoring questions in the presurvey and post-survey were items 15 (yesterday’s weight versus dry weight) and 16
(physician notification for BP 80/56). Sterne at al. (2014) reported the four lowest scores in
the post-test were items 13 (24%), item 15 (yesterday’s weight versus dry weight18%) with
18% correct, item 16 (physician notification for BP 80/56) with 24% correct, and item 18
(dizziness or lightheadedness that resolves within 5 minutes) with 18% correct. Hart et al.
(2011) used a benchmark of 30% or lower of correct responses concluded that nurses lacked
knowledge on the concept of daily weights compared to ideal weight (dry weight) (question
15), and low BP but asymptomatic (question 16) and on dizziness (question 18). Hart and
colleagues contended these questions were psychometrically weak, and removed them.
In this DNP project, the lowest scores were in item 13 (lean meat in the diet), item 16
(physician notification of BP 80/60 without symptoms), and item 18 (physician notification of
dizziness that resolves in 5 minutes). The highest scores were in item 6 (signs and symptoms
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of abdominal edema), item 14 (daily weight monitoring), item 10 (physician notification for
new onset of fatigue), and item 20 (physician notification for new onset of weakness). The
biggest change in scores from baseline were on item 17 (weight gain) from 85% to 95%), item
19 (onset of worsening fatigue) 75% to 100%), item 20 (new onset of worsening leg
weakness) from 75% to 95%. See Appendix P for the Score Comparison Table.
Discussion
Summary
Thirteen published studies of nurses’ HF knowledge, seven of which were included in
the review of the evidence for the DNP project, and six found during project implementation,
had findings consistent with those of the DNP project, i.e., that nurses lack adequate
knowledge to educate patients on HF self-care management (Dalfo et al., 2019; Delaney at al.,
2011; Fowler, 2012, Ekong et al., 2018; Hart et al., 2011; Kuchenrither, 2021; Mahramus et
al., 2013; Mattina et al., 2021; Roussel et al., 2015; Sterne et al., 2014; Sundel & Ea, 2018).
Eleven of these studies used the Nurses Knowledge of Heart Failure Education Principles 20item survey tool, and three studies used the Advanced Heart Failure Clinical Competency
Survey tool, a 54-item scale with a combination of Likert scale and true/false questions on HF
self-assessed knowledge.
Interpretation
Mahramus et al. (2013) reported that only a small percentage of nurse participants in
their study requested more information, and only on five items: (a) signs and symptoms of
exacerbations, (b) fluids/weight monitoring, (c) diet, (d) medications, and (e) activity/exercise.
Only one study (Delaney et al., 2011) reported nurses’ requesting information on the five
items in the Albert et al. (2002) survey tool that prompt notifying a heart failure physician.
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The infrequency of requests for additional information suggests that nurses may have
inaccurate perceptions of their own HF knowledge and competence (Roussel et al., 2015).
While the DNP project did not explicitly assess nurses’ self-perception of HF competency, the
nurses’ requests for additional information in relation to the knowledge scores were
informative. Most of the participants’ requests for more information were on medications
(14), diet (12), fluid/weight management (10), signs and symptoms (8), and exercise (7).
There were no requests for more information on the items that prompt heart physician
notification. The requests for information on specific survey items bore no relation to whether
or not items were answered correctly on the pre-intervention survey. Adding an assessment
for self-perception of knowledge and competence to a future study would provide insights into
why so few requests for information were received.
To ensure the sustainability of nurses’ HF education competence, ongoing agency
leadership support is needed. The project outcome demonstrated that a one-time educational
intervention on HF self-care management was not sufficient to close the knowledge gap and
reach an established knowledge benchmark. This finding suggests the need for ongoing
education and assessments, beginning with new hire orientation, to ensure the adequacy of
home health nurses’ HF self-care management knowledge and their competence to educate
HF patients at home. Educational interventions are needed that take adult learning principles
into consideration for nurses and their patients. Focusing on knowledge deficit findings will
contribute to developing best practices for HF self-care management education.
Limitations
A limitation of the project was the small sample size (n=23) of a single cohort of home
health nurses from one home health agency, limiting application of the results to other
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settings. The surveys and educational interventions were administered online, so it was not
possible to observe participant interest and engagement. If participants were disinterested and
did not carefully consider the survey items or engage with the educational content, the scores
may not be a valid reflection of knowledge or lack thereof. The true/false format of the survey
may have encouraged guessing and not accurately reflected actual knowledge. Readmission
rates were not addressed in this study. Adding this measure to future studies would validate
the effectiveness of the intervention.
Conclusion
Home health nurses’ inadequate knowledge of HF self-care management is associated
with insufficient patient education, the inability of patients to manage their own heart failure
care at home, worse clinical outcomes, and higher readmission rates. This quality
improvement project on nurses’ knowledge of HF self-care management demonstrated
inadequate levels of knowledge and that a one-time educational intervention was not
sufficient to close the knowledge gap. The findings were consistent with the evidence in the
literature that home health nurses lack sufficient HF self-care management knowledge to
educate their patients and sustained education is needed (Delaney et al. 2011; Fowler, 2012;
Mahramus et al., 2013; Roussel, 2015; Sundel & Ea, 2018). As HF is one of the leading
contributors to hospital 30-day readmissions, improving patient HF self-care management to
reduce readmissions has economic implications for healthcare systems, provider
organizations, patients, and their families. Studies on clinical outcomes, quality of life, and
mortality rates in elderly patients with HF have demonstrated the important role of health
literacy in self-care management. As the main educators of HF patients, home health nurses
have a critical role in increasing health literacy.

35
This project demonstrated that a one-time educational intervention was not sufficient
to close the knowledge gap. Sustained educational interventions using adult learning
principles are needed and should be part of a home health agency’s ongoing nurse education
for HF care. Although not assessed in this project, it is important to take into consideration the
influence of family and caregivers that can affect self-care. More focus on educational
interventions for patients who live alone with no caregiver support is needed.
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Level I Quality A
Worth to practice:
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Definition of Abbreviation: RCT= Randomized Control Trial
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Appendix B
Pender’s Health Promotion Model

Source: Pender, N. Murdaugh, C., & Parsons, M.A. (2002). Health promotion in nursing practice. Vol 4. Appleton & Lang
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Appendix C
Gap Analysis
Area under consideration: Improving home care nurses’ knowledge of heart failure and education strategies
Desired State
Assessment of education needs of
nurses caring for HF patient
Pre-assessment at new hire and
annually as part of competency
training for sustainability
Targeted HF education principles
based on primary self-care 5 topics
Include all five self-care management
principles in care planning

Current State
No standardized education on HF
education on self-care management
No targeted assessment of nurses’
knowledge of HF education principles

Nurses use a paper hand- out material
for HF patients
Patient care plans frequently do not
address self-care management
education
Include teach back method in the Teach-back method not used
education intervention
Frontloading of visits for identified at Frontloading of home visits
HF start of care by intake and home
inconsistent
health manager
Palliative Care education and life care Education on palliative care and life
planning included in the educational
care planning not included in the 8interventions
hour CHF education
Advance Life Care Planning referral
Referral for advance life care planning
to me completed for each patient with not consistent
HF diagnosis

Action Steps
Conduct a pretest of education needs utilizing the
validated Nurses’ Knowledge of Heart Failure
Education Principles instrument

Design and implement multiple educational
interventions
Provide education on care planning on five selfcare management principles
Include teach back method in education
intervention
Reinforce frontloading of home health visits within
the first 7 days of SOC
Include palliative care and life care planning
topics in the educational interventions
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Appendix D
Gantt Chart

Appendix E
Work Breakdown Structure
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Appendix F
Responsibility/Communication Plan Matrix

Level of Power

Keep Satisfied
High Power, Low Interest
Regional Quality Director
HH/HO

Monitor
High Power, Low Interest
Regional Quality Liaisons
Agency Quality Coordinators

Manage Closely
High Power, High Interest
SVP/Area Manager
Continuum Administrator
Service Director (DNP student)
Medical Director
Home Health Site Director
Home Health Nurses
Keep Informed
High Power, High Interest
Regional Continuum Director
Continuum VP
Home Health/HO Quality Director
Home Health Rehab/Social
Services

Level of Interest

Adopted from: Power-interest matrix.png. (2020, September 16). Wikimedia Commons, the free media repository. Retrieved 23:42,
August 13, 2021 from https://commons.wikimedia.org/w/index.php?title=File:Power-interest_matrix.png&oldid=460794454
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Appendix G
SWOT Analysis

Internal
(attributes of
the
organization)

•

•

•
•
•

External
(attributes of
the
organization)

•

•

Favorable/Helpful
Strengths
Large integrated
healthcare system with
significant resources
Supportive leadership
to implement a QI
project
Engaged physicians
and staff
Collaborative
environment
Culture of scholarship
and learning
Opportunities
Organization is in
alignment with
national best practices
Improving nurses’
knowledge in HF
patient’s self- care
management provides
an opportunity to
reduce readmissions

•

•

•

•

•

•

Unfavorable/Harmful
Weaknesses
Union bargaining maybe
needed perceived as a
barrier for new or change
in practice
90% of site home health
management team have
less than 1 year as
managers

Threats
Rapidly changing
healthcare environment as
a result of pandemic
expenses
Budget cuts may increase
staff workload with high
focus on productivity
rather staff development
Understaffing and
inexperienced management
staff may not easily adapt
to rapidly changing
healthcare environment
Increasing health
disparities due to
socioeconomic reasons in
the service area,
exacerbated by the Covid
pandemic limit access to
healthcare

Adapted from: SWOT en.svg. (2020, November 5). Wikimedia Commons, the free media
repository. Retrieved 23:09, August 13, 2021
from https://commons.wikimedia.org/w/index.php?title=File:SWOT_en.svg&oldid=51026792
4.
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Appendix H
Budget
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Appendix I
Return on Investment

Cost Effectiveness Analysis (CEA)
Option 1 of doing nothing would cost $6,580.21/per HF patient readmission x 8.33 days
(average length of inpatient days) for HF patient, Home Health has an average of 140
readmitted patients/year with HF as primary or secondary diagnosis. 140 readmitted patients x
$6,580.21 x 8.33 days= $7,673,841.=cost of doing nothing
Option 2 is to implement the project with a total cost of $26,800.00. Assume 126 (10 %
reduction) of patients readmitted the following year of implementation. Cost is
$6,906,237plus implementation cost of $26,800.00=$6,933,036 (total cost).
The cost saving is calculated by subtracting the total cost of the project from the cost of doing
nothing. $7,673, 840.90-$6,933,036= cost savings of $740,584 the first year.
Cost Avoidance Analysis
Key Performance
Indicator: HF 30- Day
Readmissions
Average Cost per
day/patient
Average Length of
Stay # of days
Assume Total Cases

Implementation
Year
Period A
$6,580

Year 1
Comparison Period
Period B
$6,580

Net
Change
A-B
-----------

8.33

8.33

-----------

140

126

-----------

Total Readmission
Costs
Total Cost (labor +
materials+readmission
cost)
Reduction % Goal

$7,673, 841

$6,906,457

$740,584

$

$
26,800+$6,906,457=$6,933,257

-----------

10%

Cost Savings (net
change-total cost)

-----------

Substract $6,933,257 from
$7,673, 841= $740,584 total
cost savings

•

----------

Net gain is the cost avoidance of readmission, multiplied by # of hospital days.
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Appendix J
PDSA Plan

Plan

•

•

Obtain nurses’
baseline
knowledge of
HF self-care
management
by conducting
a presurvey
assessment
using
NKHFEP
survey.
Improve home
health nurses’
knowledge of
heart failure
self- care
management
and improve
competency in
patient
education to
decrease HF
30-day
readmission
rate

Do

•

Implement an
educational
intervention
address
knowledge
deficits found
in the baseline
assessment of
home health
nurses’ HF
knowledge
from March,
2022

Study

•

Measure
effectiveness
of nurses’
education
intervention
program
through
increased
knowledge of
heart failure
self-care
management
scores

Act

•

•

•

Refine
educational
intervention
based on post
survey results
Agency will
incorporate
the
educational
program into
the orientation
process and
annual
competency
program for
nurses in
home health.
Propose a new
position of a
nurse educator
preferably
with HF
management
experience

Adapted from Deming, W. Edwards (1982). Out of the Crisis, Center for Advanced
Engineering Study, Massachusetts Institute of Technology.
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Appendix K
Nurses’ Knowledge of Heart Failure Education Principles Survey

66

Used with permission of Nancy M. Albert PhD, CCNS, CHFN, CCRN, NE-BC, FAHA, FCCM, FHFSA,
FAAN, Associate Chief Nursing Officer, Office of Nursing Research and Innovation,
Cleveland Clinic Health System
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Appendix L
Statement of Non-Research Determination

Doctor of Nursing Practice Statement of Non-Research Determination (SOD) Form
The SOD should be completed in NURS 7005 and NURS 791E/P or NURS
749/A/E

General Information
Last Name:
Name:

Hoffman
Nenette

CWID Number:
2021
Course Name &

First

20621447

Semester/Year:

Summer

Advisor Name:

Dr.

N791 P

Number:

Chairperson Name:
Elena Capella
Second Reader
Name
Project Description
1. Title of Project:

Dr. Elena Capella

Dr. Francine Serafin-Dickson
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Improving Home Care Nurses’ Knowledge of Heart Failure SelfCare
Management

2.
Brief Description of Project (Clearly state the purpose of the project and the
problem statement in 250 words or less):
Low levels of health literacy in self-care management of heart failure in older
adults are associated with poor adherence to treatment and medication regimens,
poor symptom recognition, and poor overall self-efficacy in this population. These
deficits result in poor clinical outcomes and economic burden. Nurses play a crucial
role in educating and improving the health literacy of patients essential to self-care
management of heart failure. Nurses’ level of knowledge and competence impacts
the patient’s self-care management and skills translating to improved clinical
outcome, readmission, and mortality rates.
3.

AIM Statement: What are you trying to accomplish?
Over the next 13 months, develop, plan, implement, and evaluate educational
interventions for nurses to increase their knowledge on HF self-care management
by 15% or more. This project aims to increase nurses’ self-care management
knowledge of heart failure, improving patient education with the overarching
goal of decreasing readmission rates and improving clinical outcomes

4. Brief Description of Intervention (150 words):
Education interventions include two 4- hour education series addressing the 6 primary selfcare principles of HF self-care management (diet, fluids/weight, medications, exercise,
worsening signs and symptoms and medical appointment follow up). These education series
will be conducted by an assigned nurse educator/designee for 30 days. Various educational
techniques such as teach-back method, video presentation, PowerPoint slides, and
telehealth will be used as well as providing a hand out materials provided to patients.
4a. How will this intervention be implemented?
4.
The project will be implemented in a large home health service agency in the East Bay
area.
5.
The focus of the intervention is home care nurses who are providing education
and care to elderly, homebound patients with heart failure.
6.
The interventions are sourced from evidence-based interventions studied in
literature related to increasing heath literacy in HF patients.
7.
Stakeholders/participants will be informed about the project and the
intervention by initial project introduction and ongoing monthly meeting until
implementation and then by weekly progress report until completion of the
project.
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5.

Outcome measurements: How will you know that a change is an improvement?
• A validated instrument “Nurses’ Knowledge of Heart Failure Education Principles”
Questionnaire (NKHFEP) will be administered to home care nurses before
completing the educational series (interventions). A post-intervention questionnaire
will be administered after the intervention. Scores will be compared to the baseline
score with the post-intervention score. An increase in nurses’ scores of 15% or more
is anticipated.
• Readmission rates will be obtained from hospital data pre and post intervention

Participant confidentiality will be maintained by incorporating the 20-item questionnaire into
a TEAMS (Microsoft) survey

DNP Statement of Determination
Evidence-Based Change of Practice Project Checklist*
The SOD should be completed in NURS 7005 and NURS 791E/P or NURS 749/A/E

Project Title:

Mark an “X” under “Yes” or “No” for each of the following statements:
The aim of the project is to improve the process or delivery of care with
established/ accepted standards, or to implement evidence-based change. There
is no intention of using the data for research purposes.
The specific aim is to improve performance on a specific service or program
and is a part of usual care. All participants will receive standard of care.
The project is not designed to follow a research design, e.g., hypothesis testing
or group comparison, randomization, control groups, prospective comparison
groups, cross-sectional, case control). The project does not follow a protocol
that overrides clinical decision-making.
The project involves implementation of established and tested quality standards
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does not
develop paradigms or untested methods or new untested standards.
The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does not seek to test an
intervention that is beyond current science and experience.
The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.

Yes No
X
X
X

X

X

X
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The project has no funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.
The agency or clinical practice unit agrees that this is a project that will be
implemented to improve the process or delivery of care, i.e., not a personal
research project that is dependent upon the voluntary participation of
colleagues, students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and
supervising faculty and the agency oversight committee are comfortable with
the following statement in your methods section: “This project was undertaken
as an Evidence-based change of practice project at X hospital or agency and as
such was not formally supervised by the Institutional Review Board.”

X
X

X

Answer Key:
• If the answer to all of these items is “Yes”, the project can be considered an evidencebased activity that does not meet the definition of research. IRB review is not required.
Keep a copy of this checklist in your files.
• If the answer to any of these questions is “No”, you must submit for IRB approval.

•

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair,
Partners Human Research Committee, Partners Health System, Boston, MA.
University of San Francisco, School of Nursing and Health Professions
REV 071819, 091619, 073120; ed_mlk_fsd_10-8-20; DNF Faculty Approval_11.19.20
DNP Statement of
Determination Form
| Page

DNP Statement of Determination
Evidence-Based Change of Practice Project Checklist Outcome
The SOD should be completed in NURS 7005 and NURS 791E/P or NURS 749/A/E
X This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined in the Project Checklist (attached). Student may proceed with implementation.
☐This project involves research with human subjects and must be submitted for IRB
approval before project activity can commence.
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Comments:

Student
Last
Name:

Hoffman

Nenett
e
June 7,
2021

Student
Signature:
Chairpers
on Name:

Student
First Name:

Date:
Dr. Elena Capella

Chairpers
on
Signature:
Second
Reader
Name:
Dr. Francine Serafin-Dickson
Second
Reader
Signature:

Date:
3/21

Date:
10/15/
21

DNP SOD Review Committee Member Name:

DNP SOD Review Committee Member Signature:

10/1

Date:
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Appendix M
Not Human Research Determination

Date: October 29, 2021
Subject:
RDO KPNC 21 – 149
Title: Improving Nurses’ Knowledge of Self- Care Management of HF
Dear Mr. Roland:
The Research Determination Committee for the Kaiser Permanente Northern California
region has reviewed the
documents submitted for the above referenced project to be used by Nenette Hoffman for her
DNP project.
The project does not meet the regulatory definition of research involving human subjects as
noted here:
Not Research
The activity does not meet the regulatory definition of research per 45 CFR 46.102(d):
Research means a systematic investigation, including research development, testing and
evaluation, designed to develop or contribute to generalizable knowledge.
This determination is based on the information provided. If the scope or nature of the project
changes in a manner that could impact this review, please resubmit for a new determination.
The word “research” should not appear in any posters or publications resulting from this
project. Further, if publications, presentations or posters are generated from this project the
following wording must be used to reference to the project research determination outcome:
“The Research Determination Committee for the Kaiser Permanente Northern
California region has determined the project does not meet the regulatory definition of
research involving human subjects per 45 CFR 46.102(d)”
You are expected, however, to implement your study or project in a manner congruent
with accepted professional standards and ethical guidelines as described in the
Belmont Report (http://www.hhs.gov/ohrp/humansubjects/guidance/belmont.html).
Additionally, you are responsible for keeping a copy of this determination letter in your
project files as it may be necessary to demonstrate that your project was properly reviewed.
Provide this approval letter to the Physician in Charge (PIC), your Area Manager, and Chief
of Service, to determine whether additional approvals are needed.
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Finally, all manuscripts/case series/case studies must receive written approval prior to
submission to a journal or book. The Principal Investigator (PI) or first author (if different)
must request their PIC , or the Division of Research (DOR) Director , or the Research &
Innovation Academy (RIA) or an equivalent level leader review and provide written
approval for publication submission. Further it is the PI’s responsibility to retain a copy of
the approval.
1

2

3

4

Sincerely,
The Research Determination Committee
KPNC-RDO@kp.org
PIC
approval
is
required
for
all
manuscripts/case
series/case
studies
that
do
not
include
DOR
residents,
employee
and
fellows.
as
an
author;
including
but
nottoemail
limited
totime),
medical
students,
Innovation
For
all
nurse-authored
Academy
is
manuscripts/case
required
This
series/case
manuscripts
studies,
approval
resulting
by
from
the
Research
&a
projects
KP
structures,
using
KP
processes,
resources
outcome.
(including
Additionally,
the
author’s
the
paid
local
Chief
KP
Nurse
assets,
KP
data,
or describe
If you
are
not
sure
who
this
would
be,applies
please
KPNC-RDO@kp.org
for
consulting.
1
3
4

Research Determination Office
KPNC-RDO@kp.org
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Appendix N
Letter of Support from Agency
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Appendix O
Demographic Table

Variable

N

Percent

< 30

1

3.3

31-50

18

60%

51-60

9

30%

>60

2

6.7%

Male

11

30.4 %

Female

18

69.6 %

Age

Gender

Prefer not to say

1

Highest Level of Education
Graduate level (MS)

3

10%

Bachelor’s degree

22

73.3%

Associate degree

5

16.6%

5-10

6

20%

11-20

13

43.3%

21-30

8

26.67%

31-50

3

10 %

<5

0

0%

Years of Nursing Experience
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Appendix P
Score Comparison Table

Pre-test/Baseline Scores, Highest
and Lowest
Correct Responses to Individual Questions > 90%
Question
Topic
#1
Patients with HF should drink
plenty of fluids everyday
#2
As long as no salt is added to
foods, there is no dietary
restrictions for patients with HF
# 14
Need for daily weight monitoring
when asymptomatic
Incorrect Responses to Individual Questions, Scores < 25%
Question
Topic
# 13
Lean meats are an acceptable food
choice as part of the patient’s diet
#16
Patient should notify MD when BP
recording is 80/56 without
symptoms
# 18
Patient should notify MD when
dizziness and lightheadedness
occurs and disappear within 5
minutes

Post-test Scores, Highest and
Lowest
Correct Responses to Individual Questions > 90%
Question
Topic
#6
Swelling of the abdomen may
indicate retention of excess fluid
due to worsening HF
# 14
Once the patient’s HF symptoms
are gone, there is no need for daily
weights
# 19
Patient should notify MD when new
onset or worsening of fatigue

Scores
100%
95%

95%

Score
20%
15%

15%

Score
100%

100%

100 %

77
# 20

Patient should notify MD of new
onset of worsening leg weakness or
decrease ability to exercise
Incorrect Responses to Individual Questions, Scores < 25%
Question
Topic
# 13
Lean meats are an acceptable food
choice as part of the patient’s diet
#16
Patient should notify MD when BP
recording is 80/56 without
symptoms
# 18
Patient should notify MD when
dizziness and lightheadedness
occurs and disappear within 5
minutes

100 %

Score
20%
10%

20%

